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Hepatocellular carcinoma (HCC) is rarely diagnosed in 
women of reproductive age. The major risk factors are 
hepatitis B and C infections, alcoholic liver disease, and 
non-alcoholic fatty liver disease associated with obesity 
and type 2 diabetes.[1] Most risk factors are associated 
with progression to cirrhosis, which is present in 80 - 90% of cases of 
HCC.[1] Cirrhosis is associated with infertility; hence, HCC is rarely 
diagnosed in pregnancy.[1] The literature suggests that pregnancy has 
an adverse effect on HCC, and that high levels of oestrogen associated 
with pregnancy may accelerate evolution.[2,3] Therefore, the discussions 
often focus around termination of pregnancy if the diagnosis is made 
during pregnancy.[2,3] The finding of a hepatic lesion in pregnancy is 
often incidental, and the diagnosis of early-stage HCC may be delayed 
as the symptoms are often nonspecific.[4] We report a case of delayed 
presentation and diagnosis of metastatic HCC in pregnancy. 
Case presentation
A 30-year-old primiparous patient, with an uneventful previous 
pregnancy delivered by caesarean section, presented for the first time 
for antenatal care at 23 weeks’ gestation at a primary health care facility. 
She was found to be anaemic, with a haemoglobin of 8.0 g/dL, and 
HIV-infected with a CD4 count of 183 cells/µL. She weighed 49.8 kg, 
with a body mass index of 22.2 kg/m2. No other abnormal clinical 
findings were recorded at the first antenatal visit. She was initiated on 
antiretroviral therapy with an efavirenz-based fixed-dose combination, 
and also started on oral haematinics. She was referred to the local 
hospital for assessment, as she had had a previous caesarean delivery.
At the referral hospital, a full blood count was done to investigate the 
anaemia. The results were not checked until 9 weeks later, when she was 
found to have a thrombocytopenia of 86 × 109/L and a haemoglobin of 
11.8 g/dL. In the interim, the patient had 3 follow-up visits at the local clinic 
and the referral hospital, and no abnormal clinical findings were detected. 
She was again referred to the hospital for pre-eclampsia at 32 weeks’ 
gestation, with a blood pressure of 144/105 mmHg and 1+ proteinuria. 
There was also a history of shortness of breath. On clinical assessment, 
she was found to have pitting oedema extending to the level of the thighs 
bilaterally, and was noted to have ascites and an enlarged liver and spleen. 
A chest radiograph showed bilateral multiple nodules, and the patient 
was started on empiric tuberculosis treatment. She went into spontaneous 
preterm labour at 32 weeks and 4 days and delivered a live male baby, with 
a birth weight of 1 525 g. 
Postpartum the patient developed pyrexia of 38.8°C, a cough and 
right upper-quadrant pain. An abdominal ultrasound was done, 
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Hepatocellular carcinoma (HCC) is rare in women of reproductive age. If diagnosed, the underlying cirrhosis is associated with infertility 
in the majority of cases. There is limited literature on HCC in pregnancy, even more so for cases of metastatic disease. We present a case of 
delayed presentation and diagnosis of metastatic HCC in pregnancy. 
A 30-year-old pregnant woman presented at 23 weeks’ gestation and was diagnosed as HIV-infected, with anaemia. She was initiated on 
an efavirenz-based fixed-dose combination and oral haematinics. She subsequently presented at 32 weeks’ gestation with dyspnoea, and was 
diagnosed with pre-eclampsia. She was also found to have hepatosplenomegaly and ascites. She went into spontaneous preterm labour at 32 
weeks and 4 days. A diagnosis of metastatic HCC was made postpartum, based on the radiological findings and biochemistry. We discuss 
the challenges of diagnosing metastatic HCC in pregnancy. 
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Fig. 1. A CT scan of the chest (coronal view), showing bilateral cannon ball 
lesions (white lesions) in the lung fields (CT = computed tomography). 
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which showed a large lobulated hepatic mass with central lakes and 
a whorled appearance. There was also evidence of splenomegaly and 
ascites. A subsequent contrast-enhanced computed tomography 
(CT) scan of the chest and abdomen showed multiple cannon ball 
lesions (Fig. 1) in both lungs and an elevated right hemidiaphragm. 
There was a vascular mass with central areas of breakdown in 
the right lobe of the liver, measuring 12.3 cm × 19.0 cm × 20.7 cm 
(Fig. 2), as well as features suggestive of spontaneous tumour rupture. 
Splenomegaly, with focal non-enhancing lesions, was also noted on 
the CT scan. 
Further blood tests were done and the most notable findings 
were as follows: alpha-fetoprotein 10  148 µg/L; beta-human 
chorionic gonadotrophin 236 IU/L; alkaline phosphatase 369 U/L; 
gamma-glutamyl transferase 514 U/L; and aspartate transaminase 
283 U/L. Blood tests for malaria and hepatitis A, B and C were 
all negative. Because of the radiological findings and level of 
the alpha-fetoprotein the patient was diagnosed with metastatic 
HCC and assessed to be a candidate for sorafenib, based on 
the Barcelona Clinic Liver Cancer (BCLC) staging system. She 
unfortunately declined any further treatment and was lost to 
follow-up.  
Discussion 
The majority of hepatic lesions in pregnancy are benign and 
often have a good prognosis. However, they pose a diagnostic 
dilemma as contrast-enhanced imaging in pregnancy is usually 
avoided owing to concerns of adverse effects on the fetus. There 
are cases reported in the literature of good maternal and fetal 
outcomes with early-stage HCC diagnosed in pregnancy, with 
the mainstay of treatment being surgical resection.[4,5] Metastatic 
HCC, however, carries a poor prognosis, with an estimated 1-year 
survival of <10%.[1] In our case there was delayed presentation 
and diagnosis, and the patient declined any interventions. The 
case was also unusual as investigations for viral hepatitis, the 
most common risk factor for HCC, were negative. Furthermore, 
it has been recognised that there is an increased incidence of 
non-AIDS-defining malignancies, including liver malignancies, 
in HIV-infected persons, although these are often described in the 
older population.[6] Although anaemia is common in pregnancy 
and usually has a nutritional aetiology, and thrombocytopenia 
is not uncommon with advanced HIV disease, their occurrence 
in pregnancy warrant a full clinical examination and appropriate 
investigations. 
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Fig. 2. A CT scan of the abdomen (coronal view), showing a large mass in the 
right hepatic lobe and splenomegaly. The vascular mass occupies the whole 
of the right lobe, where dense and hypodense areas are seen within the liver. 
